v

C(BKO‘N! 022D
" APPLICATION FORM FOR ASSISTANCE (Healthcare) K(%hlka
*l 0% ( ) foundation
Y G L ArrucATON o874 | q 2048 Sy
NAME of APPLICANT | AGE-YEARS s1g-ud | sex fiin
o wiplogias M“ 4.0 M
nm%wsm: S{O KUY\ dan ,r
PRESENT RESIDENCE ADDRESS o &
an
y
Tkt - 7 "':"f‘ f“*‘P
PERMANENT RESIDENCE ADORESS : #aif STalG 9m
e (0618) Bhela.
[ taal MM:W(M
TOTAL ANNUAL INCOME = (Attach Proof of income)
o wfiw am 11§ vo (ya W we ) MNA
PAN No, Tt W Wea
ARE YOU AN INCOME TAX [Tick s opplcable) Yos | No
w0 9 S0 % W € (A w9 I R e0 W R e t.i..-an\/
FAMILY DETALS ftan e
5. No, Name of Famiy Member Age (Yoars) Gender Relation with Appiicant
W TR wftem & W T 39 (wi) iy % N Ty
i Raganan Desd 50 r !
o2 o, Kaml | 23 M
sl @;«w 2o I Al
2 T o bal e 2 E i)ﬁ;:&_-
BASIS for REQUESTING ASSISTANCE (Tick whichever is appiicable)
weren @ fied fiefy sam
8P Card .
(Astach Card Copy) (Attoch Covdicate Copy) R Any Other
nid tn @ 4 yum oy oy s vl W vawn i g 2008
(wt =1 W) we o W (v e 9 wvm W s W (v T @ v W ey W
“PURPOSE" for REQUESTING ASSISTANCE:
W i fed el W T
S, No. Medical HeportsPrescriptions Altached
W Hem semevaie @ Wi W ol sl e W
REs — TAC
[ — DA
ASSISTANGE BEING AVAILED for SAME ~PURPOSE” Irom OTHER SOURCES ;
wmin#mmuﬂnmam“ﬁ?
& No. NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
¥4 #us N W W e @ v wewm ol
i R —COCEH




e

DECLARATION by APPLICANT: srdew 0 Wwer T >

\)lWmmnlmuhmmetmhmwdmyw.mwnwnmmvnwkaoiaﬂon&onooho“
Kabie for repection/canceiation.

2)1m«w,mnfummmm.sfwmmrm.uuwmun'm'.umndmmrm.wmwu

was roguesied by me

3 l'«»cy:crh’rrn\tl'mwlew#vunw'.mdmmwunu.m.wymmm‘enmwrmmwy.dn

Ior wiuch thin sesiance 1 requested
!e-m(‘cwmtkﬁﬁﬁhﬁﬂﬁﬂirﬂm!‘mnmdmw-«mwm.#ﬁﬁmﬁmv\t

2 vutwn'dhuvm',dﬂnml,mﬁuﬂmﬂﬂimmm,twm#mwh

; lﬁn(ﬁhwﬂwﬂtddtuﬁu“umhunvsmmtaﬁﬁwtahnﬂ*!i@lt

AGREEMENT by APPLICANT (e pu wut)

')9,;memmummmmmfm.I(Wt)mwwbmmm?mﬂmn Trusiees
sseipublishiput-upireproduce my name, address, photo & dotais of the "purpose”, for which such sasistance s requested/grantod, through any
mmwmmwwm.mmn.ummuwnunmmammwammn
actvilizgs/achievements S\Mmtolm;pholosoew!ommmaymmwﬂw:aawmwmﬂuwmdm‘mm'

will nct sulomatically entitie me for neCohving of continuing the Sac asssiance mmuwwmvmmuammm:mm
wnmmmmdmmrwum.mwmqmmwmwmwwm

ummvmmnmtnm.lrm.m-‘aﬁw(u'wmhwwﬂ'dmm(hh“.
w.vﬁ*ihnumi“'.ﬂ‘“'md.w.mvwmiﬁmmmﬁdimwdmw
ammémmt-mm-m-imc-n-uimtuumm'-wwt.
:)Q(m)nndm(hh—.‘mdﬂ&Mihwtmaﬁtgw:mumﬁmlut*i

“wifter” wa sk il W fole sfs sl wwend v

APPLICANT'S SIGNATURE OR LEFT THUMS INPRESSION !
wits ® wowt w s e

LATAN

AGREEMENT by HOSPITAL (Ts5m® 52 %)

By afliing hereondar, signature of our Authorised Signatory for recommanding this casepatient for inancial assistance from Koshia Founcaton, we
{Mospital) horoby afiem & accept following
1)anmuonm-\mﬂmmwdwumﬁwmmumymm.lamsmncmvmn.uwm
mmmhﬂMMFMththmmnwwmrmm, If ;o requesied assistance is not granted
byxo.mendm,nmahM.mnmwmncmwawmmmmmNGOormyomusouru Ths
mﬁmwemwmmmmmwmna-Manymumwtun:ummmrrmnmywnco«myo!wm.
2)NusmmmFMMbmwnm.MMdmnWommwwNWmm
paem:,uwmwmmummcmw.wunmmwmxoauormam. Hence, the Hospital wil
nsmm&medNW&u‘soutmmo&uﬁotydmowm.md&oam&mdmnwmmrdeumm
In the matier

L m,memawvtd-:mm-immqmcdo,n-\u(m;Mmiw'mwh
n)wsmmmaamammmmmmummmammweﬁnaut,uwm-mm-
# Pt 3w ¢ S 4 “wife wsdie® oo wee g 1 oofe C e st oo e P e ty et o) few wn £ A s
o a A wewd s @ P sew W A e A e o o e & T R F s oen we I s e e e pllaed iy el
A e e w Pl s wE @ R Emabdh

3 *wfvwr Wty @ o ol s e s safr o) §) 9F woreee oo 9 of e w et soesyes g OF o e

Wt o sl “wifonr” o W ofvw w fiod Wt Tt il ¢

RECOMMENDED FOR ACCEPTENCE
Or. Ashwini hEd. % f

Date of Surgery NS ‘

Epyt e Y
:’hbo’s {Name of Dr, & Regn. No: with Stamp)
IETInTR I

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ #=st% 3vam 1Y

SIGNATURE of TRUSTEE { SIGNATURE of TRUSTEE 2
35 TR E e 2

vl T

28.04.2018




